IntroductIon Tuberculosis (TB) osteoarthritis is easy to diagnose. However, the occurrence of diaphyseal TB involvement is exceptional even in areas where TB is commonplace. TB is endemic in certain areas such as Asia, the Middle East, and Africa. [1] An unusual presentation of pulmonary TB with a second location in the diaphysis radial is reported. The current clinical, radiological, biological, and therapeutic data are also presented.
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dIscussIon
The rare and unusual locations of osteoarticular TB often pose a diagnosis problem for the clinician. Thus, in our context, any suspicious bone lesion and atypical presentation must evoke the diagnosis of osteoarticular TB.
TB osteitis is most often monofocal, but can be multifocal in children. [2] This multifocal bone TB of long bones, in its lacunary form, was described in 1920 by Jungling under the name of pseudocystic multiple tuberculous osteitis. [3] Among the factors favoring the occurrence of OA-TB, we find the notion of trauma that would activate a preexisting osteoarticular focus, [1, 4] the concept of precariousness and the low-socioeconomic level responsible for immunodepression that favors TOA even in vaccinated persons. [5] It is rare in developed countries because of the generalization of vaccination with the Boston consulting group and especially the improvement of the socioeconomic level.
TB is endemic in certain areas, such as Asia, the Middle East, and Africa. [6] Musculoskeletal TB is difficult to diagnose. [7] Positive diagnosis in atypical and unusual forms of TOA is difficult. Often, it is necessary to gather a bundle of clinical arguments, biological and radiological clinical signs such as pain, functional impotence, fever, and night sweats were described by all authors. [8] Common symptoms of TB include low-grade fever, anorexia, weight loss, and night sweats. Specific symptoms and signs in the upper limb vary and include pain, stiffness, swelling, joint effusion, digital enlargement, and carpal tunnel syndrome. [9] The classic presentation with localized pain together with fever and weight loss is rarely seen.
The radiographic appearance of tuberculous osteitis is varied, although some aspects can be very evocative. The most frequent radiological image is that of an osteolytic lesion with clear or sometimes irregular contours, inconstantly surrounded by a thin zone of osteocondensation. [10, 11] Biological blood tests have little diagnostic value. An increase in the sedimentation rate (SV) between 25 and 100 mm 1/h is present in the vast majority of cases. Nevertheless, SV is normal in 10%-20% of cases. [5] The intradermoreaction is usually positive but does not exclude the diagnosis in case of negativity.
To reach a definitive diagnosis, a biopsy should be taken for microscopy, culture, and histology, especially when lesions are accessible, as was the case with this patient. [7] Tuberculous bacilli are rarely seen (with Ziehl-Neelsen staining) or grown in culture, and the diagnosis often has to be made based on 
